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Background: Migration is considered a depression risk factor when associated with psychosocial
adversity, but its impact on depression's clinical characteristics has not been speciﬁcally studied. We
compared 85 migrants to 34 controls, examining depression's severity, symptomatology, comorbidity
proﬁle and clinical course.
Method: A MINI interview modiﬁed to assess course characteristics was used to assign DSM-IV axis
I diagnoses; medical ﬁles were used for Somatoform Disorders. Severity was assessed with the
Montgomery-Asberg scale. Wherever possible, we adjusted comparisons for age and gender using
logistic and linear regressions.
Results: Depression in migrants was characterized by higher comorbidity (mostly somatoform and
anxiety disorders), higher severity, and a non-recurrent, chronic course.
Limitations: Our sample comes from a single center, and should be replicated in other health care
facilities and other countries. Somatoform disorder diagnoses were solely based on ﬁle-content.
Conclusion: Depression in migrants presented as a complex, chronic clinical picture. Most of our migrant
patients experienced signiﬁcant psychosocial adversity before and after migration: beyond cultural
issues, our results suggest that psychosocial adversity impacts on the clinical expression of depression.
Our study also suggests that migration associated with psychosocial adversity might play a speciﬁc
etiological role, resulting in a distinct clinical picture, questioning the DSM-IV unitarian model of
depression. The chronic course might indicate a resistance to standard therapeutic regimen and hints at
the necessity of developing speciﬁc treatment strategies, adapted to the individual patients and their
speciﬁc context.
& 2013 The Authors. Published by Elsevier B.V. Open access under CC BY-NC-SA license. 1. Introduction: depression in context
Migration has been identiﬁed as both a protective and a risk
factor for depression. In North America, the ‘healthy immigrant
effect′ – the ﬁnding that recent immigrants are in better health
than the native population – has been widely reported for mental
(Aglipay et al., 2012; Alegria et al., 2008; Burnam et al., 1987; Grant
et al., 2004; Menezes et al., 2011; Stafford et al., 2011) as well
as somatic health (Ali et al., 2004; Gushulak, 2007; Hyman, 2004;
Ng, 2011; Singh and Hiatt, 2006). In contrast, European studies
reported a higher prevalence of mental disorders in migrantr B.V.
41 213144888.
Open access under CC BY-NC-Spopulations (Bayard-Burﬁeld et al., 2001; Ferrada-Noli, 1997;
Johansson et al., 1997, 1998; Levecque et al., 2007; Missinne and
Bracke, 2010; Norredam et al., 2009; Sundquist, 1994; Tinghög
et al., 2007); similar results for speciﬁc subgroups of migrants
were found in North America (Alegria et al., 2008; Cislo et al.,
2010; Fenta et al., 2004; Oquendo et al., 2004). Recently, the
Canadian Guidelines for Immigrant Health (Kirmayer et al., 2011)
concluded that migration should be considered as a risk factor for
depression (and probably other mental disorders) when it is
associated with experiences of adversity.
In another line of research, culture has been described as
a factor affecting the symptomatic expression of depression
(Ballenger et al., 2001; Kirmayer, 2001). Studies comparing sam-
ples from differing cultural backgrounds, across countries or
within the same country (e.g. Brown et al., 1996; Rao et al.,
2012), tended to conclude to a higher frequency of somatic
complaints, a lower discrimination between anxious and depres-
sive states, a lower frequency of feelings of guilt in ‘non-Western′
populations (for classical examples see Leff, 1973 and SartoriusA license. 
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reviews see Bhugra and Mastrogianni, 2004 and Kirmayer, 2001).
There are, therefore, two traditional lines of research. One
addresses migration as an epidemiological risk factor and studies
its impact on the prevalence of depression and other mental
disorders. The other line of research studies the relationship
between culture and psychopathology, mostly examining the
distribution of symptoms, only rarely reporting on comorbidity
patterns and course characteristics. For comorbidity, one notable
exception is a recent study by Schrier et al. (2012) in a non-clinical
sample in Amsterdam, which reported a higher prevalence of
comorbid anxiety and depressive disorders in Turkish–Dutch and
Moroccan–Dutch compared with native Dutch subjects. Comor-
bidity is likely to be of special interest when addressing the impact
of migration on psychopathology, given the ﬁndings of the widely
known National Comorbidity Survey showing comorbid depres-
sion to be associated with psychosocial adversity (Blazer et al.,
1994).
We contribute to this ﬁeld of inquiry with a study of the impact
of migration per se on depressive psychopathology (symptomato-
logic proﬁle, DSM-IV Axis I comorbidity pattern and course
characteristics) in a clinical sample comparing native Swiss and
migrants diagnosed with unipolar depression.Table 1
Comorbidity proﬁle.
Comorbidity % (n) Total
(119)
Controls
(34)
Migrants
(85)
P-value
Social phobia 7.6 (9) 2.9 (1) 9.4 (8) b n.s.
Agoraphobia 26.1 (31) 11.8 (4) 31.8 (27) a o0.05
Panic dis. 40.3 (48) 17.7 (6) 49.4 (42) a o0.05
Obsessive-compulsive dis. 2.5 (3) 2.9 (1) 2.4 (2) b n.s.
Generalized anxiety dis. 5.9 (7) 0 (0) 8.2 (7) b n.s.
PTSD 13.5 (16) 0 (0) 18.8 (16) b o0.01
Somatoform dis. 33.6 (40) 5.9 (2) 44.7 (38) a
o0.001
Pain dis. 26.1 (31) 2.9 (1) 35.3 (30) a o0.05
Alcohol abuse/dep. 10.1 (12) 17.7 (6) 7.1 (6) a n.s.
Drug abuse/dep. 2.5 (39) 0 3.5 (3) b n.s
Eating disorders 0.8 (1) 0 1.2 (1) b n.s.
a multiple regression.
b Fisher exact test.2. Methods
2.1. Sample
Over a period of 2 years, 191 out of the 202 outpatients who
had at least four consultations at the Mood and Anxiety Disorders
Unit of the Lausanne University Hospital underwent a standar-
dized clinical assessment. Among them, 119 patients met DSM-IV
criteria for Major Depressive Disorder and were included into our
study. Two groups were formed according to migration history. 85
patients (born in: Portugal 27, Eastern Europe 25, Arab countries 9,
Turkey 7, Italy 6, sub-Saharan Africa 4, Latin America 4, Spain 3)
were classiﬁed as migrants. 34 patients constituted the control
group: 31 born in Switzerland, one in France, one in Belgium, one
in French Canada and adopted at age three. These patients were
included in the control group because of the geographical and
cultural proximity for the ﬁrst two and the early acculturation
for the last one. The two groups did not differ in age, gender or
duration of follow-up. All patients had a command of French that
was deemed sufﬁcient for clinical care in French.
2.2. Procedures
Axis I lifetime DSM-IV diagnoses were elicited using the semi-
structured MINI interview (Sheehan et al., 1998), modiﬁed to
assess the age of onset for all disorders and the recurrence pattern
for mood disorders. Because the MINI does not assess them,
diagnoses of Somatoform Disorders were based on the medical
ﬁles, in an inclusive manner (a diagnosis appearing once was
considered present). Patients not meeting criteria for a current
major depressive episode were considered in remission. Depres-
sion severity was measured using the Montgomery–Asberg Scale
(MADRS, Montgomery and Asberg, 1979). The whole clinical team
underwent MINI and MADRS training sessions provided by an
experienced interviewer. In addition, each interview was super-
vised by the senior clinician of the unit.
Assessments were conducted by the patients′ care givers (medical
residents, psychologists, and nurses) under the supervision of the
unit's senior clinician (MS). The publication of these clinical data
in an anonymous form was approved by the local institutional
review board.2.3. Statistical analysis
Between-group comparisons were done using t-tests, chi-
square tests and Fisher's exact tests (FET) where appropriate, as
well as multiple linear- and logistic regressions to adjust for the
effects of age and gender, using the R environment for statistical
analysis (version 2.13.0; R Development Core Team, 2011).
To assess potential recall bias, analyses of speciﬁc depressive
symptoms were done separately for all patients and for those
currently in a depressive episode (roughly half of the controls
were in remission) and provided almost identical results. We
therefore present results for the whole sample, except for the
analysis of psychotic symptoms, which is restricted to currently
depressed patients (74 migrants and 17 controls) because the
interview did not establish the temporal relationship of past
psychotic and past mood symptoms.3. Results
3.1. Comorbidity
The mean number of comorbid disorders was higher in migrants
(1.61) than in controls (0.68; t¼5.53, po0.0001). Table 1
provides the lifetime prevalence of comorbid disorders. Panic
disorder, agoraphobia, PTSD, and somatoform disorders (mostly
pain disorder) were more prevalent in migrants.
3.2. Course characteristics
More patients were remitted among controls (50%) than migrants
(13%; χ21¼16.53, po0.0001). Recurrence was higher in controls
(82.4%) than migrants (43.5%, χ21¼13.24, p¼0.0002). The age of
onset of depression did not differ between migrants and controls
(37.6 years vs. 33.6 years; p¼n.s.). In currently depressed patients,
the average length of the current episode was 3.1 years across
groups (the difference between groups was not signiﬁcant, but the
subgroup of 17 currently depressed controls was small).
3.3. Symptoms and severity of depression
Results are shown in Table 2. Mean MADRS score and total
number of depressive symptoms were higher in migrants. They
reported sleep disorders and retardation/agitation more fre-
quently than the controls. Suicidal ideas were present in 56.5%
of migrants versus 35% of controls (p¼0.06). Among currently
depressed patients, a third of the migrants presented at least one
psychotic symptom, versus only one control (p¼0.07).
Table 2
Symptom proﬁle.
Symptoms % (n) Total (119) north (34) south (85) Test stat. (d.f.) P-value
Sadness 93.3 (111) 91.2 (31) 94.1 (80) FET n.s.
Anhedonia 85.7 (102) 94.1 (32) 82.4 (70) χ2(1)¼1.87 n.s.
Weight gain/loss 65.6 (78) 70.6 (24) 63.5 (54) χ2(1)¼0.27 n.s.
Sleeping dis. 88.2 (15) 70.6 (24) 95.3 (81) FET o0.01
Agitation/retardation 54.6 (65) 38.2 (13) 61.2 (52) χ2(1)¼4.27 o0.05
Fatigue 84.9 (101) 76.5 (26) 88.2 (75) χ2(1)¼1.78 n.s.
Worthlessness/guilt 70.6 (84) 73.5 (25) 69.4 (59) χ2(1)¼0.05 n.s.
Cognitive symptoms 80.7 (96) 79.4 (27) 81.2 (69) χ2(1)¼0 n.s.
Suicidal ideas 50.4 (60) 35.3 (12) 56.5 (48) χ2(1)¼3.55 0.06
Mean nr.of.symptoms 770.2 6.470.3 7.370.2 t(67)¼2.2 o0.05
Psychotic features (#) 26.3 (24) 2.9 (1) 27.1 (23) χ2(1)¼3.32 0.07
Mean MADRS (ø) 25.671 20.572.6 26.971 t(21)¼2.3 o0.05
(#) in currently depressed patients: 17 controls and 74 migrants, n¼91.
(∅) in currently depressed patients: 17 controls and 72 migrants, n¼89 (2 missing values)
FET: Fisher exact test.
M. Saraga et al. / Journal of Affective Disorders 151 (2013) 795–799 7974. Discussion
In our sample, depression differed between migrant patients
and the comparison group in several respects: (1) higher pre-
valence of comorbid somatoform, anxiety and post-traumatic
stress disorders; (2) greater symptomatic severity; (3) more
chronic, less recurrent course.
The elevated prevalence of PTSD in migrants likely reﬂects
difﬁcult migration trajectories, related to violence and trauma in
the country of origin for many of them (see below). The high
comorbidity with other anxiety disorders and somatoform dis-
orders echoes the DSM-IV, which states that “culture can inﬂuence
the experience and communication of symptoms of depression,
resulting in presentations combining features of the Depressive,
Anxiety and Somatoform Disorders”. The high prevalence of
somatoform disorders (mostly pain disorder) in migrants is con-
sistent with several studies reporting a tendency of ‘non-Western′
patients to ‘somatize’ (Bhugra and Mastrogianni, 2004; Kirmayer,
2001).
Migrants had a more severe depressive syndrome as assessed
by the number of symptoms and the MADRS score, which could
be related to comorbidity with anxiety disorders, as it has been
shown in numerous studies that the presence of a comorbid
anxiety disorder is associated with more symptoms of, or more
severe scores of depression (Andrade et al., 1994; Pollack, 2005).
Migrants reported more psychotic symptoms, which might be
related to depression per se (more severe, more frequently
psychotic depression), past traumatization (PTSD has been asso-
ciated with the presence of psychotic symptoms (Braakman et al.,
2009); however, the psychotic symptoms elicited during the
interview might be more properly considered as dissociative
symptoms), or cultural factors (for instance, studies found a high
prevalence of psychotic symptoms in Latino subjects, either in the
absence of any psychiatric disorder or associated with anxiety
disorders (Lewis-Fernandez et al., 2009; Minsky et al., 2003)).
Differences in course characteristics suggest a more chronic
course in migrants. On average, non-remitted patients were in
depression for more than 3 years. The low proportion of remission
in migrants suggests a poor treatment response in a general sense
and is therefore in line with studies showing poor treatment
response in comorbid depression (Pollack, 2005; Souery et al.,
2007) and with claims that depression in migrants tends to be
more difﬁcult to treat (Kirmayer, 2001). However, migrants also
differed in that they presented isolated episodes rather than
recurrent depression. This proﬁle of isolated, chronic depression
might also suggest a distinct clinical course.Schrier et al. (2012) also reported a higher prevalence of
comorbid anxiety and depressive disorders in migrants (of Turkish
and Moroccan origin) compared to native Dutch subjects; they
concluded that this pattern is not “culturally inﬂuenced” but
reﬂects the higher severity they found in their migrant samples.
However, the depressive psychopathology in our migrants sample
differed not only in severity, but also in course, and the speciﬁc
comorbidity with post-traumatic stress and somatoform disorders
rather suggests a distinct clinical picture in this group, not merely
a more severe one. And, of course, as we discuss now, migration
is not all about cultural inﬂuence.
‘Migration’ covers widely different kinds of experiences and
situations. A high-proﬁle manager from the United States and an
illiterate widow from sub-Saharan Africa may both be migrants in
Switzerland, they have little in common from a psychosocial
perspective, to use a broad term. We know from experience that
our patients, migrants or not, tend to cumulate psychosocial stress.
Our clinic is a public outpatient clinic caring for complex, chronic
patients, who do not get treatment from private psychiatrists. This
is even truer for our migrant patients: for most of them, migration
is associated with “adversity experienced before, during and after
settlement”, to use the very words of Laurence Kirmayer (Kirmayer
et al., 2011). In our clinic, being born in Portugal, Eastern Europe,
Turkey, Africa, or even Italy, frequently means: very poor economic
conditions during childhood, little schooling to the point of
illiteracy, violence (domestic or collective), a traumatic migration
journey, and a difﬁcult integration in Switzerland (low income,
refusal of disability beneﬁts, poor social network and support,
conﬂicts within the family). Our hypothesis is that these aspects
are playing a major role in the distinct psychopathological proﬁle
we described in our migrant patients. Migration per se and social
adversity as well as the cultural background might thus shape the
clinical presentation; but they are as likely to play an etiological
role, with a rather speciﬁc clinical entity as a result: isolated
chronic depression with psychotic features, mixed anxiety dis-
orders and somatic complaints. This hypothesis is in line with one
result of National Comorbidity Survey, which should have inspired
more research: comorbid depression was associated with psycho-
social adversity, which led the authors to suggest that, compared
to pure depression, comorbid depression might be “a more
environmentally driven disorder” (Blazer et al., 1994). Migration
in adversity might be one example of such an environmental
factor leading to a depression distinct from other, maybe purer
types, in which other factors (e.g., genetics) would be implicated.
The poor treatment response might be related to environmental
factors upon which medication has little impact.
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should be considered as the major factor determining the clinical
picture. Our results rather emphasize the need of considering the
individual history and context of each patient; the rather speciﬁc
clinical picture we describe likely has therapeutic consequences.
Sociocultural interventions of various types (e.g. reading tuition)
might be particularly important with these patients, for whom the
adequacy of standard psychopharmacological and psychothera-
peutic treatments according to current guidelines should be
speciﬁcally assessed.5. Limitations
5.1. Sample
In our clinic, patients are characterized by the severity of their
condition, major psychosocial problems and difﬁculties in ﬁnding
a private psychiatrist willing to treat them. The factors leading to
treatment in public healthcare institutions and continuation of
treatment in these institutions after a remission might differ in
Lausanne from other cities, limiting the generalizability of the
ﬁndings. In addition, the size of the control group was relatively
small which limited the statistical power to detect inter-group
differences for rare outcome variables.
5.2. Professional diversity and the assessment of clinical outcomes
Given the relatively small sample of patients we were not able
to assess associations between the care giver's professional back-
ground and the measured outcome variables. Accordingly, we
could not establish potential information bias due to differential
professional background. However, (1) in order to assume homo-
geneous data collection across care givers, the whole clinical team
underwent similar MINI and MADRS training sessions, and (2) the
proportion of adversity migrants did not signiﬁcantly differ
according to care givers′ professional backgrounds, which mini-
mized the risk of bias.
5.3. Clinical evaluation of somatoform disorders
As the MINI interview does not assess somatoform disorders,
we had to use medical ﬁles for these diagnoses. This could have
induced differential bias if the clinicians′ likelihood to assign such
diagnoses depended on the patients′ ethnic background, not an
unlikely hypothesis.6. Conclusion
In patients meeting DSM-IV criteria for major depressive
disorder, clinical presentation in migrants was characterized by
a high number of comorbid diagnoses, especially anxiety disor-
ders, somatoform disorders and post-traumatic stress disorders,
and a chronic, severe, unremitting course. We hypothesize that
this distinct clinical proﬁle is attributable to experiences of
adversity associated with migration and calls for speciﬁc thera-
peutic interventions going beyond antidepressant prescription.
Further research, using larger samples and including an accurate
assessment of migration-related psychosocial adversity, is needed
to further explore the complex interplay between migration,
psychosocial adversity, psychopathology, clinical course and res-
ponse to differential therapeutic strategies.Role of funding source
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